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INTRODUCTION. 


The  following  pages  are  prepared  — 

First — For  the  purpose  of  laying  before  my  professional  colleagues 
a  survey  of  my  work  in  the  field  of  Surgery  during  the  past  twelve 
months. 

Second — As  an  acknowledgment  of  the  courtesy  extended  to  me  by 
my  fellow-workers  in  the  field  of  medicine,  in  placing  in  my  hands  the 
material  from  which  this  array  of  clinical  matter  has  been  compiled. 

Third — With  the  hope  that  the  successes  and  failures  herein  por¬ 
trayed  may  prove  of  interest,  as  well  as  aid,  to  my  colleagues. 

Fourth  —  That  I  may  preserve  in  a  compact  form  an  annual  rdsumc 
of  my  surgical  work. 

It  is  my  purpose  to  include  in  this  epitome  a  tabulated  report  of  all 
cases  operated  on;  a  detailed  description  of  all  rare  and  instructive 
cases  which  may  be  of  value  for  future  reference ;  an  allusion  to  such 
new  methods  and  devices  as  my  experience  has  found  of  service  ;  and 
a  reflection  of  such  original  methods,  inventions,  and  improvements 
as  have  resulted  from  my  own  labor  in  a  department  of  professional 
work  to  which  my  whole  time  and  strength  are  devoted. 


January,  1893, 

362  Commonwealth  Ave.,  Boston. 
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ANTISEPTIC  SURGERY. 

Antiseptic  surgery  maintains  substantially  the  same  position  in  the 
surgical  world  that  it  has  since  the  time  of  Lister.  Methods  have 
changed,  but  all  are  directed  against  wound  contamination.  So-called 
Aseptic  surgery  has  been  forced  to  the  front  with  the  thought  of  super¬ 
seding  Antiseptic  surgery  Since  all  steps,  such  as  scrubbing  with 
soap  and  water,  the  use  of  moist  and  dry  heat  (even  though  no  chem¬ 
ical  germicides  are  used),  are  measures  adopted  with  the  idea  of  the 
exclusion  and  destruction  of  germs  of  infection,  they  are,  strictly 
speaking,  antiseptic,  and  should  be  given  that  name.  The  career  of 
a  wound  after  an  operation  is  the  only  proof  of  the  efficiency  of  the 
antiseptic  method;  if  it  be  a  convalescence  from  which  those  phe¬ 
nomena  are  absent  which  we  are  accustomed  to  attribute  to  putre¬ 
factive  decomposition,  it  is  an  evidence  that  our  antiseptic  method  has 
been  a  good  one,  and  we  are  warranted  in  applying  the  term  aseptic 
to  the  wound  and  to  the  convalescence. 

We  cannot  afford  to  dispense  with  the  term  antiseptic,  for  it  ex¬ 
presses,  better  than  any  other  yet  devised,  the  course  which  every 
surgeon  takes  at  the  present  day  (varying,  according  to  his  conception 
of  the  principle),  preparatory  to,  and  during  the  course  of,  every  surgi¬ 
cal  operation. 


ANESTHESIA. 

The  comparative  desirability  of  ether  and  chloroform,  for  the  induc¬ 
tion  of  surgical  anaesthesia,  continues  the  absorbing  theme  in  medical 
journal  literature  bearing  upon  this  subject. 

One  cannot  follow  the  literature  of  anaesthesia  as  it  appears  in  med¬ 
ical  journals,  even  for  a  short  time,  without  being  impressed  with  the 
frightful  mortality  under  chloroform  anaesthesia  as  compared  with 
that  under  ether.  Without  exception,  wherever  comparison  in  a  large 
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number  of  cases  has  been  noted,  ether  has  made  by  far  the  best  show¬ 
ing,  e.  g. 

*  st.  Bartholomew’s  hospital. 

In  approximately  2,000  cases  .  .  Ether,  4  deaths. 

“  4i  2,000  “  .  .  Chloroform,  13  deaths. 

PROCEEDINGS  OF  THE  GERMAN  CHIRURGICAL  SOCIETY. 

470  Ether  administrations . No  deaths. 

22,656  Chloroform  administrations  ....  6  deaths. 

There  will  be  observed  a  wide  divergence  in  the  comparative  num¬ 
ber  of  cases,  yet  examination  of  the  figures  show  that  there  was  one 
death  in  every  3,776  administrations  of  chloroform. 

REV.  MEDICALE  DE  LA  SUISSE  ROMANDE,  l8gi,  VOL.  II. 

A  rcsumJ  in  the  above  journal,  gathered  from  a  large  number  of 
authors,  credits 

Ether,  i  death  in  16,675  cases. 

Chloroform,  1  “  “  3,749  “ 

It  would  seem  that  the  above  figures  are  enough  to  condemn  chloro¬ 
form  as  a  general  anaesthetic. 

The  claim  that  chloroform  acts  more  quickly  is  unfounded  ;  that  it 
is  followed  with  less  nausea  and  vomiting  than  ether  is  also  an  error. 

The  Hyderabad  Chloroform  Commission  has  conducted  a  large 
number  of  experiments  with  chloroform  upon  dogs,  the  results  of 
which  seem  to  refute  our  pre-existing  ideas  regarding  the  action  of 
chloroform  upon  the  heart. 

It  claims  that  in  death  from  chloroform  the  heart  continues  to  pul¬ 
sate  after  respiration  has  ceased.  Clinical  experience,  however,  with 
the  human  subject  does  not  fully  substantiate  this  claim.  A  new 
commission  has  been  appointed  to  make  further  investigations. 

A  NEGLECTED  METHOD. 

Dr.  Chas.  McBurney  of  New  York  has  recently  resuscitated  the 
practice  of  placing  a  broad  elastic  tourniquet  around  each  of  the 
thighs,  as  well  as  around  both  upper  limbs,  before  anaesthesia  is  begun, 
thus  shutting  off  from  the  general  circulation  a  considerable  portion  of 
the  body. 

He  claims  that  thereby,  anaesthesia  is  rendered  much  more  rapid, 
with  a  correspondingly  rapid  recovery. 


Medical  News,  October,  1892. 
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METHODS  OF  ANAESTHESIA . 

Chloroform.  An  improved  method  of  chloroform  anaesthesia  has 
been  devised  by  Krone  and  Sessman  of  London,  surgical  instrument 
makers.  This  has  received  recent  commendation  in  American  medi¬ 
cal  literature,  as  enhancing  the  safety  of  chloroform  anaesthesia.  It 
is,  however,  impracticable  for  ether.  It  is  a  modification  of  the  “  Jun¬ 
ker  ”  system,  which  has  long  been  in  use  in  Europe. 

Ether.  Anaesthesia  with  etherated  air  has  proven  an  unqualified 
success.*  It  is,  in  the  simplest  terms,  the  adaptation  of  the  “Junker  ” 
chloroform  system  to  ether.  See  p.  12. 

SKIN  GRAFTING. 

Skin  grafting  has  received  an  impetus  through  the  now  widely  em¬ 
ployed  Thiersch’s  method.  Though  it  is  not  a  device  of  the  past  year, 
it  has  been  more  widely  employed  during  the  past  twelve  months  than 
ever  before,  and  with  such  universally  satisfactory  results,  that  it  has 
become  a  well  established  surgical  procedure. 

The  most  excellent  description  f  of  the  technique  of  this  method, 
which  has  come  to  my  eye,  is  that  by  Theodore  Dunham,  M.  D.,  of 
the  New  York  Post-Graduate  Medical  School. 

For  the  rapid  cicatrization  of  large  areas,  such  as  result  from 
burns,  etc.,  this  method  of  skin  grafting  marks  one  of  the  greatest 
departures  of  modern  surgery. 

NEURECTOMY  FOR  TIC  DOULOUREUX. 

Inveterate  cases  of  facial  neuralgia  have  heretofore  been  relieved 
through  the  excision  of  a  portion  of  one  or  more  branches  of  the  Tri¬ 
geminus.  The  points  of  section  being  at  the  supra-orbital  foramen, 
the  infra-orbital  foramen  and  canal,  and  the  mental  foramen  and 
canal  for  the  inferior  maxillary  division. 

It  has  recently  been  proposed  to  make  resection  of  the  second  and 
third  divisions  of  the  nerve,  at  the  foramen  rotundum  and  ovale.  J 

Dr.  Rose  has  reported  six  operations  where  he  made  resection  with 
removal  of  the  Gasserian  ganglion.  More  recently  three  operations 


*  New  Engla?id  Medical  Gazette,  Sept.,  1892. 

t  The  Post-Graduate,  1892,  p.  292.  (Report  of  case  with  description  of  method,  p.  17,  this  pam¬ 
phlet.) 

J  “  The  Surgical  Treatment  of  Neuralgia  of  the  Fifth  Nerve,”  by  Wm.  Rose,  M.  B.,  F.  R.  C.  S., 
London. 
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of  this  kind  have  been  reported  by  Dr.  Mixter* * * §  with  prompt  recover¬ 
ies  and  complete  relief. 

TREATMENT  OF  CLUB  FOOT. 

During  the  past  year  wide  interest  has  been  manifested  in  the  treat¬ 
ment  of  club  foot.  It  is  now  the  almost  universal  opinion  that  the 
treatment  of  club  foot  should  be  begun  very  soon  after  the  birth  of 
the  child,  and  if  such  be  persistently  and  intelligently  carried  out, 
while  the  bones  of  the  tarsus  are  still  in  their  infantile,  plastic  state, 
in  every  case  a  useful  foot  will  result. 

In  neglected  cases,  where  treatment  is  adopted  later  in  life,  some 
form  of  powerful  continuous  leverage  appears  to  be  the  best  method, 
supplemented,  if  circumstances  call  for  it,  by  osteotomy  of  the  tarsus.  + 

MORTON’S  PAINFUL  AFFECTION  OF  THE  FOOT. 

Mention  has  recently  been  prominently  made  in  medical  literatuie 
regarding  a  painful  affection  of  the  foot,  especially  of  the  fourth  toe, 
known  as  Morton’s,  because  Dr.  T.  G.  Morton  was  the  first  to  call 
attention  to  it  about  twenty  years  ago,  and  showed  how  it  could  be 
cured. 

It  is  described  as  a  peculiar  and  painful  disorder  of  the  metatarso¬ 
phalangeal  joint  of  the  fourth  toe4 

The  trouble  is  due  to  a  bruising  of  the  external  phalangeal  nerve 
distributed  between  the  toes,  and  is  a  result  of  lateral  compression 
from  badly  fitting  shoes. 

Resection  of  the  head  of  the  fourth  metatarsal  bone  affords  complete 
and  permanent  relief.  The  adoption  of  a  shoe  which  would  absolutely 
at  all  times  be  loose  across  the  toes,  might  also  give  relief. 

ELONGATED  LIGAMENTUM  PATELLAE. 

Attention  has  recently  been  called  to  the  above  condition  as  an 
explanation  of  certain  obscure  knee  troubles  and  difficulties  in  loco 
motion.  § 

Cases  are  described  in  which  the  patella  ligament  was  respectively 
three  and  one  fourth  inches  long,  three  inches,  two  and  three  fourths 
inches,  two  and  five  eighths  inches,  three  and  one  half  inches,  etc. 

*  Boston  Medical  and  Surgical  Journal ,  Vol.  CXXV.,  No.  7. 

t  Medical  News,  October,  1892.  Medical  Record, November,  1892.  N.  Y.  Medical  Journal, 
November,  1892.  Article  by  Dr.  Geo.  H.  Earl,  Mass.  Horn.  Med.  Soc.,  October,  1802. 

J  New  York  Medical  Journal,  October,  1892.  Medical  News,  October,  1892. 

§  Elongation  of  the  Ligamentum  Patellae  as  a  factor  in  the  production  of  certain  Knee  Troubles  and 
Difficulties  in  Locomotion:  Medical  Record,  Jan.  16,  1892. 
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Such  a  condition  favors  frequent  dislocation  of  the  patella,  with 
falling,  general  weakness  of  the  limbs,  and  awkwardness  in  gait. 

The  normal  length  of  the  patella  ligament  varies  from  about  one 
half  inch  in  children,  to  two  inches  in  adult  life. 

The  treatment  proposed  is  the  removal  of  a  section  of  the  elongated 
ligament. 

FOREIGN  BODIES  IN  THE  KNEE  JOINT. 

The  occasional  presence  of  loose  cartilages  in  the  knee  joint  has 
long  been  recognized,  and  operation  for  their  removal  successfully 
performed. 

Recently  the  idea  has  been  advanced,*  that  very  many  of  the  sub¬ 
acute  inflammatory  conditions  of  the  knee  joint,  characterized  by 
weakness,  a  sprained  feeling,  stiffness,  grating,  tenderness  on  pres¬ 
sure,  with  possibly  a  history  of  having  received  a  slight  injury  some 
time  before,  are,  more  frequently  than  otherwise,  the  result  of  over¬ 
growth  of  portions  of  the  ligamenta  alaria,  or  from  a  portion  of  the 
sub-patella  fat  herniated  into  the  joint ;  or  even  possibly  some  unusual 
distortion  of  the  semilunar  cartilage.  It  is  advised  that  where  such 
obscure  affection  persists,  exploration  of  the  knee  joint  under  strict 
antiseptic  measures  is  an  eminently  proper  procedure. 


SPASMODIC  WRY  NECK. 

It  is  well  known  that  spasmodic  wry  neck  resists  all  the  various 
forms  of  treatment  which  have  heretofore  been  devised.  Neurec¬ 
tomy  of  the  spinal  accessory  nerve  has  been  resorted  to,f  with  most 
satisfactory  results.  This  is  performed  by  exposure  of  the  nerve  on 
the  inner  side  of  the  sterno-mastoid  muscle.  It  is  reported  that  no 
serious  inconvenience  to  the  patient  results  from  the  paralysis  of  the 
muscle  which  follows. 


HIP-JOINT  DISEASE. 

The  literature  of  the  past  year  on  hip-joint  disease  shows  gratifying 
progress  in  the  intelligent  and  conservative  treatment  of  this  formi¬ 
dable  malady. 


*  “An  Unique  derangement  of  the  Knee  Joint  demanding  Surgical  Interference.”  —  Medical 
Record ,  July,  1892. 

“Internal  Disarrangements  of  the  Joints,  including  Movable  Bodies.”  —  New  York  Medical 
Journal,  December,  1872. 

t  Pamphlet  published  by  Dr.  Noble  Smith. 
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The  very  excellent  results  reported* * * §  should  encourage  every  physi¬ 
cian  to  resort  early  in  these  cases  to  immobilization  during  the  acute 
stage,  with  later,  portable  traction  to  restore  the  mobility  of  the  joint. 

It  is  most  painful  to  one  who  is  familiar  with  the  early  stages  of 
morbus  coxarius  to  have  every  now  and  then  a  pitiful  case  brought  to 
his  notice  for  which  comparatively  nothing  has  been  done  in  its  early, 
and  presumably,  curable  stage,  and  where,  as  a  result,  violent  inflam¬ 
mation  and  extensive  destruction  have  resulted. 

Following  such  a  condition  nothing  better  can  be  expected  than 
shortening  of  the  limb  with  anchylosis,  and  even  this  is  almost  too 
good  to  hope  for,  the  ultimate  result  more  frequently  being  exhaustion 
and  finally  death. 

HIP-JOINT  DISARTICULATION. 

An  important  advance  has  been  made  in  the  technique  of  hip-joint 
amputation.  It  consists  in  a  better  control  of  hemorrhage  during  the 
operation  than  has  ever  before  been  attained.! 

It  is  accomplished  by  transfixing  the  soft  parts  as  high  as  possible, 
with  two  stout  steel  pins  in  such  a  way  that  they  will  pass,  one  beneath 
the  femoral  artery  and  vein  in  front,  and  the  other  beneath  the  gluteal 
vessels  posteriorly.  Elastic  ligatures  or  pieces  of  tubing  are  then 
passed  under  the  projecting  ends  of  the  pins  in  such  a  way  as  to 
effectually  compress  the  blood  vessels.  Amputation  is  then  performed 
by  the  oval  method,  the  femur  sawn  through  in  the  upper  third  of  its 
shaft,  and  the  head  of  the  bone  dissected  out. 

Excellent  reports  of  the  result  of  this  method  come  from  the  pen  of 
Dr.  Wyeth,  its  originator!,  and  by  Dr.  Keen,  of  Philadelphia. 

RESTORATION  OF  SUNKEN  NOSES. 

The  possibility  of  restoring  sunken  noses  has  recently  been  brought 
before  the  profession^  Occasionally  this  condition  exists  as  a  con¬ 
genital  defect,  but  more  often  from  the  ravages  of  syphilis.  Fairly 
good  results  have  been  attained  by  the  adjustment  of  an  artificial 
bridge  composed  of  some  inoxidizable  material  like  platinum  or  gold. 


*  New  York  Medical  Journal ,  April  30, 1892.  “  Results  in  Hip-Joint  Disease,  treated  by  Early 
Immobilization  and  Later  by  Portable  Traction.” 

t  Medical  News,  March  26,  1892. 

t  International  Journal  of  Surgery,  July,  1890. 

§  “  Restoration  of  Sunken  Noses,”  by  R.  F.  Weir,  M.  D.,  New  York  Medical  Journal,  Oct.  22, 
1892. 
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THE  LENGTHENING  OF  SHORTENED  TENDONS,  NERVES,  ETC. 

This  is  a  procedure  quite  recently  devised,  and  consists  in  partly 
cutting  through  the  tendon  at  points  a  little  distant  and  on  opposite 
sides,  followed  by  longitudinal  splitting  between  these  two  points, 
and  then  fastening  the  overlapping  portions  with  fine  sutures.  It  is 
also  proposed  by  the  originator,  Dr.  J.  Neely  Rhoads,  of  Philadelphia, 
to  apply  this  method  to  the  lengthening  of  bones,  as,  for  example, 
when  one  leg  is  shorter  than  the  other.* 

TONSILLOTOMY. 

There  is  probably  no  operation  of  minor  surgery  which  does  more 
to  relieve  the  suffering  patient  than  the  removal  of  enlarged  and  irri¬ 
table  tonsils.! 

There  has  been  and  still  is  a  prejudice  in  the  minds  of  a  portion 
of  the  profession  against  the  removal  of  enlarged  tonsils.  There  seems, 
however,  to  be  no  more  reason  why  a  chronically  enlarged  tonsil 
should  not  be  removed,  than  a  wart  upon  the  face,  a  nasal  polypus, 
an  offending  vermiform  appendix,  or  hemorrhoids,  which  do  not  yield 
to  medical  treatment. 

One  has  only  to  observe  a  healthy  tonsil  and  the  insignificant  space 
which  it  occupies  between  the  pillars  of  the  fauces,  and  compare  it 
with  the  enormously  hypertrophied  glands,  which  often  nearly  meet 
in  the  median  line,  and  are  the  seat  of  frequently  recurring  folli¬ 
cular  and  peri-tonsillar  inflammations. 

Here  are  some  of  the  conditions  which  it  is  claimed  are  aborted  and 
cured  by  tonsillotomy:  Anaemia,  chorea,  and  other  effects  due  to 
insufficiently  aerated  blood,  quinsy,  noisy  respiration,  snoring,  cough, 
impaired  voice  and  articulation,  shortness  of  breath,  palpitation  of  the 
heart,  spasm  of  the  glottis,  broken  sleep,  nightmare,  difficulty  in 
swallowing,  bad  breath,  disturbances  of  digestion  and  impaired  taste, 
mouth  breathing,  hypersecretion  of  mucus  in  post-nasal  catarrh,  im¬ 
paired  nasal  respiration  and  hearing,  sometimes  local  pain,  follicular 
pharyngitis  and  laryngitis. 

SYMPHYSIOTOMY.  (PUBEOTOMY.) 

The  operation  of  separating  the  pubic-symphisis  in  case  of  contracted 
pelvis,  instead  of  craniotomy,  has  been  revived.  The  term  symphy- 


*  Medical  News,  Nov.  28,  1891 . 

f  “  Tonsillotomy  and  its  Therapeutic  Effects,”  Medical  Record,  Jan.  16, 1892. 


12 


ANAESTHESIA  WITH  ETHERATED  AIR. 


siotoiny  is  apparently  not  so  desirable  as  pubeotomy,  since  the  first 
may  apply  to  section  of  any  symphisis,  while  the  second  is  restricted 
in  its  meaning  to  the  pubic. 

The  recent  successful  results,  over  those  of  earlier  times,  must  be 
credited  wholly  to  antiseptic  surgery.  The  operation  seems  to  be 
based  on  reasonable  theoretical  grounds,  and  is  certainly  a  great 
advance  over  the  horrible  operation,  craniotomy. 

THE  SURGERY  OF  THE  GALL  BLADDER. 

There  is  at  the  present  time  great  activity  in  the  line  of  gallbladder 
surgerv,*  and  with  gratifying  results.  Gall  stones,  empyema  and 
dropsy  of  the  gall  bladder  may  call  emphatically  for  operative  measures. 
The  operation  consists  in  the  incision  of  the  abdominal  wall  over  the 
site  of  the  gall  bladder,  the  exposure  of  the  latter,  with  incision 
through  its  walls,  evacuation  of  the  contents,  be  it  calculi,  pus  or 
serum,  and  suturing  of  the  opening  in  the  gall  bladder  to  the  abdom¬ 
inal  wound. 

If  the  common  duct  be  permanently  occluded,  anastomosis  of  the 
wall  of  the  gall  bladder  with  the  duodenum  is  the  established  practice. 


ANAESTHESIA  WITH  ETHERATED  AIR. 

AN  IMPROVED  METHOD  OF  ETHER  ADMINISTRATION. 

( Reprint  from  the  New  England  Medical  Gazette.) 

In  my  last  annual  report  I  described,  as  fully  as  my  experience  at 
that  time  would  permit,  the  features  of  ether  anaesthesia  by  an  im¬ 
proved  method.  Subsequent  improvements  in  apparatus  employed, 
with  more  extended  experience  in  its  use,  now  enable  me  to  lay  before 
my  professional  colleagues  the  details  of  a  method  which  I  believe  to 
surpass  anything  which  has  heretofore  been  utilized ;  and,  moreover,  I 
am  forced  to  the  belief  that  it  is  a  method  which  will  become  the  uni¬ 
versally  adopted  way  of  producing  surgical  anaesthesia.  By  common 
consent  of  all  surgeons  the  world  over  sulphuric  ether  is  the  safest 
anaesthetic  yet  discovered. 

Its  objectionable  features  have  been  slowness  of  action,  the  unpleas¬ 
ant  sensations  (feeling  of  suffocation,  etc.,)  incident  to  inhaling  it, 


*Deutsche  Medizin  Wochenschr.  1892.  No.  23,  p.  516.  American  Journal  Medical  Sciences, 
Sept,  and  Oct.,  1892.  N.  Y.  Medical  Journal,  Vol.  LV.  No.  5.  Boston  Medical  and  Surgical 
Journal,  No.  17,  1892. 
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and  the  nausea  and  vomiting  which  have  almost  invariably  followed 
its  use. 

It  is  not  too  much  to  claim  with  this  new  method  that  some  of  these 
objections  are  entirely  obviated,  and  the  others  reduced  to  the  mini¬ 
mum ;  e.  g.,  unconsciousness  is  induced  in  three  minutes;  complete 
surgical  anaesthesia  in  from  five  to  seven  minutes ;  there  is  no  sense  of 
suffocation  incident  to  its  administration.  In  the  majority  of  cases 
there  is  no  vomiting  during  recovery  from  the  anaesthetic,  and  where  it 
does  occur,  it  is  usually  scarcely  more  than  one  or  two  efforts  at 
empty  retching. 

Now  and  then  a  peculiarly  susceptible  case  will  suffer  prolonged 
retching  and  vomiting,  but  with  this  method  the  proportion  is  reversed, 
viz. :  by  the  old  method  we  always  expect  the  majority  of  patients  to 
suffer  with  retching  and  vomiting ;  with  this  method  the  majority  re¬ 
cover  without  retching  or  vomiting. 

The  method  consists  in  the  adaptation  of  the  Junker  system  of  chlo¬ 
roform  administration  to  ether. 


1.  Air  Valve. 

2.  Etherated  Air  Reservoir. 


3.  Hood. 

4.  Ether  Reservoir. 


5.  Hand  Bulb. 


I  cannot  claim  that  the  idea  is  a  new  one,  for  undoubtedly  the  pos¬ 
sibility  of  inducing  anaesthesia  by  this  method  has  suggested  itself  to 
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others ;  but  as  far  as  I  know  success  has  never  before  been 
achieved. 

Simple  as  the  apparatus  now  is,  and  simple  as  the  method  now 
seems,  I  would  say  that  experiments  and  tests  covered  a  period  of 
eight  months  before  final  success  was  attained.  My  first  practical 
attempts  to  etherize  patients  by  this  method  were  with  the  crudest 
possible  apparatus;  and  the  final  development  of  the  inhaler  in  its 
present  simple  and  efficient  form  I  attribute  solely  to  the  good  fortune 
that  the  first  two  subjects  were  very  susceptible  to  ether,  succumbed 
to  its  influence,  and  were  easily  kept  in  a  state  of  surgical  anaesthesia 
throughout  the  operations. 

My  later  experience  showed  me  that  in  very  many  cases  it  was  im¬ 
possible  with  the  same  apparatus  to  carry  patients  beyond  a  state  of 
intoxication. 

The  idiosyncrasies  of  ether  patients  are  so  marked  that  one  quickly 
becomes  impressed  with  the  necessity,  in  any  method  of  administra¬ 
tion  of,  — 

First.  Perfect  control  of  the  ether. 

Second.  Perfect  control  of  access  of  air  to  patient’s  respiratory 
tract. 

These  two  conditions  are  more  perfectly  provided  for  in  this  new 
apparatus  than  in  any  that  has  yet  been  devised.  The  results  of  this 
method  with  the  apparatus  now  used  are  in  brief,  — 

First.  The  induction  of  surgical  anaesthesia  with  from  two  to  four 
drams  of  ether. 

Second.  The  entire  absence  of  discomfort  (choking,  suffocation, 
etc.)  to  the  patient  while  taking  it. 

Third.  The  consumption  of  about  two  and  one  half  ounces  of 
ether  per  hour. 

Fourth.  The  very  rare  occurrence  of  cyanosis. 

Fifth.  Recovery,  with  as  a  rule  no  vomiting,  and  when  it  does 
occur,  but  very  little. 

Sixth.  Much  less  of  the  malaise ,  headache,  etc.,  than  results  from 
the  old  method. 

It  will  at  once  be  seen  that,  by  this  method,  there  is  an  enormous 
economy  in  the  use  of  ether,  and  that  a  great  many  of  the  unpleasant 
features  of  ether  anaesthesia  are  obviated.  I  cannot  better  illustrate 
the  importance  of  this  last-mentioned  desirable  feature  than  by  re¬ 
lating  an  experience  with  a  boy  of  six  years,  upon  whom  I  wired  a 
compound  fracture  of  the  lower  jaw.  He  objected  strenuously  to  tak- 
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ing  the  ether,  but  after  a  few  moments  conversation  he  decided  to  take 
it  voluntarily.  When  he  found  there  was  nothing  unpleasant  about 
it,  he  took  it  without  the  slightest  resistance,  and  in  a  few  moments 
was  completely  etherized,  with  the  consumption  of  two  drams.  On 
making  examination  I  found  ic  desirable  to  defer  the  operation  until 
the  following  morning,  and  the  ether  was  at  once  removed.  In  a  few 
moments  he  awakened  and  began  to  talk,  and  the  following  conversa¬ 
tion  ensued  between  the  patient  and  his  aunt,  who  was  close  at  hand  :  — 

Auntie —  “  Nice  boy,  good  boy,  took  it  well.” 

Georgie — “‘Twasn’t  wet,  .  .  .  ’twaskind  of  dusty, 

’twasn’t  hot,  .  .  .  ’twasn’t  cold.” 

Auntie — “  How  was  it,  dear  ?” 

Georgie —  “  Just  middlin’.” 

The  next  morning,  at  the  hour  appointed  for  operation,  on  entering 
the  room  I  said  :  “  Well,  Georgie,  will  you  take  ether  for  me  this  morn¬ 
ing?  ”  He  answered  without  the  slightest  hesitancy:  “Yes,  sir”; 
and  allowed  himself  to  be  placed  upon  the  operating-table  and  ether¬ 
ized,  without  the  slightest  resistance.  Two  or  three  days  later,  on 
proceeding  to  make  some  change  in  the  dressings,  he  asked  me  if  I 
would  please  give  him  some  ether. 

Such  an  experience  as  this,  with  a  child,  was  all  so  new  to  me  that 
J  thought  it  worthy  of  record,  as  being  the  best  possible  testimony  of 
the  desirable  qualities  of  this  method  of  anaesthesia. 

DESCRIPTION  OF  THE  INHALER. 

The  parts  of  the  inhaler  are  none  of  them  essentially  new,  although 
combined  differently  from  any  other  inhaler  heretofore  used.  The 
face  piece  is  a  Codman  &  Shurtleff  nitrous  oxide  hood,  fitted  with  a 
Clover  bag  and  an  air  valve.  The  ether  is  contained  in  a  four-ounce 
screw  cap  bottle,  exactly  like  the  Junker  chloroform  vial,  fitted  with  a 
hand  bulb  and  rubber  tubing  so  that  air  can  be  forced  through  the 
volume  of  ether,  and  is  conducted  not  directly  into  the  hood  but  into 
the  bag.  The  ether  bottle  can  be  either  hooked  into  the  buttonhole 
of  the  anaesthetist  or  suspended  from  a  loop  on  one  side  of  the  hood. 
An  essential  feature  is  the  rubber  cushion  around  the  edge  of  the 
hood,  which  makes  it  possible  to  exclude  all  air  about  the  face ; 
i.  e.,  whatever  form  of  hood  is  used  it  must  fit  absolutely  air  tight 
about  the  mouth  and  nose. 

I  herewith  append  a  table  showing  the  exact  amount  of  ether  used 
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and  time  consumed  in  all  the  cases  so  anaesthetized,  with  the  apparatus 
in  its  present  perfected  state. 


°  a 
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Average  time  required  for  anaesthesia,  7^f-  minutes. 
Average  amount  of  ether  required  for  same,  54-f-  drams. 
Average  total  duration  of  anaesthesia,  504  minutes. 
Average  total  amount  of  ether  consumed,  2^44  ounces. 


The  forty-two  patients  have  been  etherized  on  a  total  of  about 
5f  lbs.  of  ether.  In  only  ten  of  the  forty-two  cases  has  there  been 
vomiting  which  would  at  all  compac^  with  that  usually  met.  It 
has  been  my  experience  that  the  most  satisfactory  way  of  employ¬ 
ing  ether  by  this  method  is  to  purchase  the  four-ounce  cans  of  Squibb’s 
preparation.  This  always  insures  perfectly  fresh  ether  for  every  case, 
and  I  have  never  yet  had  an  operation  so  prolonged  that  this  quantity 
proved  insufficient.  A  recent  operation  which  occupied  an  hour  and 
forty  minutes  required  a  total  of  three  and  one-third  ounces  of  ether. 
The  quarter  pound  cans  prepared  by  Squibb  actually  contain  100 
grams. 
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DIRECTIONS. 

Place  two  to  four  ounces  (according  to  the  estimated  duration  of 
the  operation)  in  the  bottle. 

Place  the  hood  over  the  patient’s  face,  adjusting  the  amount  of  air 
in  the  cushion  rim,  so  that  it  will  fit  tightly  about  the  nose  and  mouth, 
with  the  air  valve  wide  open. 

Make  a  short,  quick  compression  of  the  bulb  with  each  expiration 
of  the  patient. 

After  the  lapse  of  one  minute  (it  is  a  great  convenience  to  have 
some  one  at  this  stage  hold  a  watch  at  hand,  in  order  accurately  to 
note  the  time),  completely  close  the  air  valve. 

After  the  lapse  of  two  minutes  more,  make  two  short,  quick  com¬ 
pressions  with  each  expiration. 

At  the  end  of  from  five  to  seven  minutes  from  the  beginning,  the 
patient  will  be  in  a  state  of  surgical  anaesthesia. 

There  remains  now  only  the  necessity  of  close  watch  of  the 
patient,  to  give,  if  there  arise  choking,  coughing,  or  symptoms  of 
cyanosis,  a  little  additional  air  by  opening  the  air  valve  as  much  or  as 
little  as  the  circumstances  call  for. 

Note.  Patients  differ  very  much  in  the  way  they  take  ether  by  any  method.  The 
same  danger  exists  here  from  carrying  the  anaesthesia  too  far,  as  in  other  methods,  but 
it  is  easier  to  control  with  this  apparatus. 

DON’TS. 

Don’t  attempt  to  etherize  a  patient  with  the  stomach  full. 

Don’t  use  old  ether.  (Ether  which  has  stood  in  a  warm  place,  in  a 
loosely  stopped  bottle,  deteriorates  rapidly,  and  is  totally  unfit  for 
anaesthetic  purposes.) 

Don’t  use  anything  but  Squibb’s  4  oz.  cans  of  ether. 


THIERSCH’S  METHOD  OF  SKIN  GRAFTING. 

WITH  REPORT  OF  A  CASE. 

Thiersch’s  method  of  skin  grafting  constitutes  one  of  the  most  val¬ 
uable  improvements  of  modefn  surgery.  It  consists,  in  brief,  of  the 
transfer  of  large  strips  of  thinly  cut  integument  from  one  part  of 
the  body  to  another,  from  which  the  skin  has  been  destroyed  by 
accident  or  operation.  The  place  of  election  for  cutting  the  grafts, 
is  the  anterior  surface  of  the  thigh,  for  the  reason  that  there  is  the 
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least  growth  of  hair  upon  this  part,  and  a  long,  broad  surface  is  pre¬ 
sented  from  which  to  cut  the  grafts. 

Strict  antiseptic  measures  are  taken  to  make  both  areas  aseptic, 
and  lastly  all  traces  of  chemical  antiseptics  are  washed  away  with  a 
sterilized  salt  solution. 

PREPARATION  OF  THE  AREA  TO  BE  GRAFTED. 

If  it  be  a  recent  wound,  as  that  following  the  removal  of  a  tumor, 
or  where  a  large  area  of  the  skin  is  sacrificed  for  any  cause,  the  only 
necessary  conditions  are  that  it  shall  be  aseptic,  and  all  hemorrhagic 
oozing  stopped. 

If  it  be  an  ulcerating  surface,  or  a  granulating  area  resulting  from  a 
burn,  either  the  granulations  must  be  scraped  or  cut  away,  or  a  course 
of  cleansing  resorted  to  with  soap  and  water,  bi-chloride  solution  1:1000 
with  a  dressing  of  Iodoform  gauze  saturated  with  balsam  of  Peru, 
until  the  surface  is  firm,  level,  and  a  healthy  pink.  This  preparatory 
process  may  require  ten  days  or  two  weeks.  A  few  hours  before  oper¬ 
ation,  a  gauze  compress  wet  in  a  1:3000  bi-chloride  solution  should  be 
applied. 

PREPARATION  OF  THE  AREA  FROM  WHICH  THE  GRAFTS  ARE  TO 

BE  TAKEN. 

The  day  before  the  operation,  the  thigh  must  be  shaved,  scrubbed 
with  soap  and  water,  ether,  and  lastly  1:1000  bi-chloride  solution. 
A  bi-chloride  gauze  compress  is  then  applied  and  bandaged  firmly 
over  the  part,  to  remain  until  the  hour  for  operation.  After  inducing 
anaesthesia,  the  area  to  be  grafted  is  exposed,  douched  thoroughly 
with  -j6^  °/o  sterilized  salt  (Na.  Cl.)  solution,  and  compresses  of  steril¬ 
ized  gauze,  wet  in  the  same  salt  solution,  placed  over  it,  while  the 
grafts  are  being  removed. 


INSTRUMENTS. 

Scissors,  probe,  curette  and  a  sharp  razor,  or,  better  still,  Mixter’s 
skin  grafting  apparatus.*  The  latter  is  a  sort  of  microtome  arrange¬ 
ment  by  the  aid  of  which  the  grafts  can  be  cut  much  more  accurately 
than  through  the  most  expert  use  of  the  razor.  With  this  instrument 
the  grafts  are  left  lying  upon  their  natural  site.  The  instruments  are  all 
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sterilized  as  preparatory  to  any  operation,  and  lastly  immersed  in  salt 
solution. 

SOLUTIONS. 

Two  large  pails  of  the  salt  solution  must  have  been  prepared  before¬ 
hand,  one  hot  the  other  cold.  Basins  of  salt  solution  prepared  from 
these  pails  at  about  the  temperature  of  the  human  body  are  kept  at 
hand  for  the  operator  to  dip  his  hands  in,  wet  gauze,  sop  wounded 
surfaces,  etc. 

DRESSINGS. 

Cut  strips  of  gutta  percha  tissue  about  one  inch  wide  and  long 
enough  to  reach  across  the  wound.  Let  them  soak  in  a  1:1000  bi¬ 
chloride  solution  over  night  and  transfer  them  to  salt  solution  one 
hour  before  operation. 

Plenty  of  gauze  cut  into  strips  six  inches  wide  and  a  yard  long  is 
prepared  beforehand  by  sterilizing  either  with  dry  or  steam  heat. 

OPERATION. 

Anaesthetize  the  patient.  Surround  the  field  of  operation  with 
freshly  sterilized  towels.  Cut  or  trim  off  smoothly  all  jagged  edges 
of  tissue,  projecting  granulations,  or  doubtful  tissue  of  any  sort. 

Sop  frequently  with  pledgets  of  gauze  wet  in  salt  solution. 

Apply  compress  over  all  oozing  points  and  exercise  pressure  until 
bleeding  has  ceased. 

Expose  the  thigh  from  which  the  grafts  are  to  be  taken,  adjust  the 
Mixter  machine,  and  with  short,  quick  strokes  of  the  knife  cut  the 
graft  of  even  thickness  and  such  length  as  the  instrument  will  allow. 

Have  some  pieces  of  tissue  paper  ready,  which  have  been  sterilized 
by  dry  heat  (ordinary  closet  paper  will  answer). 

Wet  a  sheet  of  the  tissue  paper  in  the  salt  solution  and  lay  it  over 
the  graft.  With  the  probe,  lift  one  end  of  the  graft,  and  with  it  the 
overlying  tissue  paper. 

The  tissue  paper,  graft  and  all,  can  then  be  easily  lifted,  and  any 
turned  over  edges  of  the  graft,  or  other  disarrangement,  adjusted  with 
the  probe. 

The  graft,  still  attached  to  the  tissue  paper,  is  transferred  directly 
to  the  surface  prepared  for  it,  and  again  with  the  probe,  one  end  is 
detached  from  the  tissue  paper,  held  to  the  surface  where  it  is  to 
remain,  and  the  paper  stripped  off. 

This  simple  expedient  greatly  facilitates  the  handling  of  the  graft. 
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These  steps  are  repeated  until  the  whole  area  to  be  grafted  has  been 
covered. 

Next,  the  strips  of  gutta-percha  tissue  are  laid  across  the  grafted 
area,  slightly  overlapping  like  clapboards. 

A  thick  compress  of  gauze,  wrung  in  the  salt  solution,  is  laid  over 
the  gutta-percha  tissue,  and  over  this  a  layer  of  absorbent  cotton. 
Next  apply  a  roller  bandage  snugly.  The  bandage  and  cotton  should 
be  removed  at  intervals  of  six  hours,  and  the  remainder  of  the  dress¬ 
ing  wet  with  salt  solution.  At  intervals  of  two  days  the  whole  dress¬ 
ing  should  be  changed,  observing  the  same  antiseptic  precautions  as 
in  the  operation. 

Much  care  must  be  used  in  removing  the  gutta-percha  tissue,  not  to 
disturb  the  grafts. 

At  the  end  of  a  week,  if  the  operation  and  subsequent  care  have 
been  properly  conducted,  the  grafts  will  present  a  bluish  pink  color, 
and  will  be  closely  adherent. 

At  the  end  of  ten  days,  all  the  overlapping  edges  of  the  grafts  may 
be  trimmed  off  and  a  boracic  acid  cerate  applied. 

Areas  grafted  by  this  method  do  not  contract,  but  leave  soft,  pliable 
cicatrices.  The  cicatrices  thus  formed  are  likely  to  be  tender  and 
subject  to  injury  on  account  of  anaethesia  of  the  part. 

APPLICATION. 

This  method  finds  a  wide  field  of  application. 

1.  The  covering  of  large  denuded  areas  resulting  from  burns. 

2.  The  healing  of  chronic  ulcers,  —  varicose,  syphilitic,  and 
lupoid. 

3.  The  covering  of  large  wounds  following  the  removal  of  tnmors 
and  malignant  growths. 

4.  Congenital  malformations,  as  webbed  fingers  and  others. 

A  CASE. 

CICATRICIAL  CONTRACTION  OF  THE  INDEX,  MIDDLE,  AND  RING  FIN¬ 
GERS,  TREATED  BY  THE  THIERSCH  METHOD. 

This  case  is  of  extreme  interest,  not  only  on  account  of  the  mode  of 
treatment  and  results,  but  also  because  of  the  singular  nature  of  the 
accident  which  made  the  operation  necessary. 

I  herewith  append  a  brief  report  of  the  thrilling  experience  of  the 
patient  in  her  escape  from  the  fourth  story  of  a  burning  building. 


SKIN  GRAFTING. - A  CASE. 


21 


The  following  extracts  from  a  New  York  paper,  relating  to  the  acci¬ 
dent,  afford  the  most  authentic  record  of  the  early  history  of  the 
case  :  — 

“  Screams  of  distress  and  cries  for  help  were  heard  from  the  flame-licked  build¬ 
ing.  .  .  . 

“  From  the  top  floor  Mr.  F.  was  seen  at  the  window,  through  the  black  cloud  of 
smoke  that  enveloped  him.  Just  below  him  were  his  nieces,  with  their  bodies  half 
out  of  the  window,  screaming  for  help  and  calling  upon  their  uncle.  One  of  the 
young  girls  seemed  about  to  spring  to  the  ground,  but  Dr.  M.  who  was  one  of  the 
first  at  the  scene  of  the  fire,  called  on  her  not  to  jump,  and  in  a  moment  more  Mr.  F. 
threw  a  long  rope  from  the  window,  which,  while  choking  with  the  smoke,  he  had 
procured  and  made  fast.  Had  it  not  been  for  this  rope  all  three  must  have  perished. 
Leaning  from  the  window,  Mr.  F.  called  to  the  girls  to  descend.  Miss  R.  H.  was  the 
first  to  venture  upon  the  rope.  She  slid  down  rapidly,  but  her  hands  had  already 
been  badly  burned,  and  the  rope  cut  horrible  gashes  in  her  flesh.  She  gave  way  when 
some  feet  from  the  ground,  let  go,  and  probably  would  have  been  crushed,  had  not  two 
men  caught  her  in  their  arms.  ...  A  reporter  called  later  in  the  day  at  the  hospital 
to  see  the  injured  ones.  .  .  .  Miss  R.  H.  was  suffering  very  much  from  her  in¬ 
juries  which  may  prove  serious.  Her  face  was  badly  burned,  as  well  as  her  hands. 
Her  hair  was  half  burned  from  her  head,  and  she  was  badly  lacerated  by  her  descent.” 

A  BRIEF  DESCRIPTION  OF  THE  CASE  FROM  THE  PEN  OF  THE  PATIENT. 

“  Aug.  21,  1892,  my  hands  were  burned  by  contact  with  a  very  hot  door-lock  and 
petroleum  flames.  Five  minutes  later  I  came  down  four  stories  from  a  burning  apart¬ 
ment  by  means  of  a  rope  suspended  from  a  window  one  story  higher  than  my  own. 
My  hands  simply  clasped  the  rope,  and  as  it  was  very  rough  and  I  weighed  153 
pounds,  and  have  very  thin  skin,  the  palms  of  my  hands  and  my  fingers  were  entirely 
denuded  of  skin.  Other  parts  of  my  body  and  face  were  superficially  burned,  but  my 
hands  were  in  such  a  condition  that  some  of  the  doctors  who  first  saw  them  did  not 
know  as  they  could  be  saved.  The  agony  that  I  suffered  with  them  for  three  weeks 
was  intense.  The  nerves  were  exposed,  and  although  the  boracic  acid  ointment  that 
was  applied  after  the  first  week  proved  most  healing,  I  felt  much  of  the  time  as  if 
the  pangs  of  hell  had  verily  ‘  got  hold  upon  me,’  and  part  of  the  time  I  was  delirious 
with  the  horrible  suffering. 

“  The  first  week  my  delirium  was  increased  by  the  use  of  drugs.  Chloral  and  mor¬ 
phine  were  given  me  in  large  quantities,  but  at  the  end  of  that  time  it  was,  fortunately 
for  me,  deemed  best  to  withhold  them  entirely.  The  outside  of  my  hands  were 
terribly  swollen.  The  palms  healed  rapidly,  and  at  the  end  of  a  month  my  hands 
looked  almost  as  well  as  ever.  The  doctors  in  charge  of  my  case  seemed  entirely 
satisfied  with  the  result  of  their  work  and  I  was  left  apparently  cured.  From  then  on 
a  new  trouble  began,  and  developed  rapidly.  My  fingers  began  to  contract,  and  upon 
seeing  the  doctors  again  they  said  nothing  more  could  be  done  until  the  fingers  had 
finished  contracting. 

“  They  said  that  I  must  be  patient  and  wait  for  the  time  to  come  when  they  could  be 
operated  upon. 
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“  The  following  month  was  one  of  misery  to  me,  to  see  my  fingers,  through  sheer 
weakness,  gradually  contract  until  finally  they  rested  upon  the  palms  of  my  hands. 

“  It  is  now  a  month  since  the  operation  on  the  right  hand  and  I  am  able  to  use  that, 
as  also  the  left  hand,  on  which  an  operation  was  performed  two  weeks  earlier,  with 
great  facility,  writing  as  rapidly  as  formerly.”  Dec.  12,  1892. 

The  thumb  and  little  finger  only  of  each  hand  were  free.  The  tips 
of  the  other  fingers  very  nearly  touched  the  palm  of  the  hand,  and 
were  bound  down  by  dense  webs  of  cicatricial  tissue. 

The  accompanying  photograph,  taken  just  prior  to  the  operation, 
gives  a  very  fair  idea  of  the  condition. 


Cicatricial  Contraction  of  Fingers. 


The  left  hand  was  operated  upon  first.  The  webs  of  cicatricial 
tissue  were  cut  sufficiently  to  straighten  the  fingers,  then  all  the  dense, 
unyielding  tissue  was  dissected  away.  After  the  oozing  from  the 
freshened  surfaces  had  ceased,  grafts  were  transferred  from  the  anterior 
surface  of  the  thigh,  in  the  manner  described  above.  All  the  grafts 
readily  became  adherent,  and  at  the  expiration  of  ten  days,  repair  was 
complete  without  suppuration  or  inflammatory  reaction  of  any  degree. 
Twenty  days  after,  the  right  hand  was  operated  upon  in  a  similar 
manner,  with  the  same  results.  The  accompanying  illustration  shows 
the  state  of  the  hands  after  complete  healing  had  taken  place. 


MAXILLARY  TUMOR. 
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It  will  be  seen  that  the  fingers  are  not  perfectly  straight,  but  yet  can 
be  opened  widely  enough  to  enable  the  patient  to  make  use  of  the 


Result  Following  Skin  Grafting  by  the  Thiersch  Method. 


hands  for  all  ordinary  purposes.  The  muscles  of  the  forearm  were 
naturally  very  weak  after  three  months  of  inactivity,  hence  the  resump¬ 
tion  of  the  finger  movements  must  necessarily  be  acquired  somewhat 
slowly.  The  result  can  be  summed  up  in  a  very  few  words,  viz. :  The 
hands  which  were  hopelessly  crippled  for  all  the  necessary  uses,  such 
as  attention  to  personal  necessities,  in  adjustment  of  clothing,  use  of 
knife  and  fork,  writing,  to  say  nothing  of  the  myriads  of  other  hand 
and  finger  uses  which  one  wishes  to  resort  to  daily,  have  been  restored 
to  practically  perfect  usefulness. 


REMOVAL  OF  THE  RIGHT  SUPERIOR  MAXILLA 

FOR  THE  RELIEF  OF  A  MAXILLARY  TUMOR,  FOLLOWED  BY  ADJUSTMENT  OF  A  DEN¬ 
TURE  WHICH  RESTORED  THE  OUTLINE  OF  THE  FACE  AND  PERFECT  POWER  OF 
ARTICULATION. 

Mrs.  R.’s  condition  on  examination  is  best  represented  by  the  ac¬ 
companying  engraving.  See  p.  25,  No.  r.  The  right  side  of  the  oral 
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cavity  and  face  was  filled  with  a  tumor  the  size  of  a  goose  egg,  which 
had  caused  absorption  of  a  portion  of  the  right  superior  maxillary 
bone,  and  resulted  in  great  distortion  of  the  mouth  and  right  side  of 
the  face.  All  of  the  teeth  had  been  lost,  and  the  entire  alveolar 
process  of  that  side  absorbed. 

The  tumor  undoubtedly  originated  from  the  antrum.  Its  removal 
was  effected  by  cutting  through  the  median  line  of  the  upper  lip  and 
carrying  the  incision  up  along  the  right  border  of  the  nose  to  a  little 
below  the  inner  canthus,  and  then  parallel  with  the  lower  lid  to  the 
prominence  of  the  malar  bone. 

The  flap  thus  outlined  was  dissected  up  and  turned  outward.  The 
malar  bone  was  then  sawn  through  at  its  junction  with  the  superior 
maxilla,  and  the  tumor,  with  the  orbital  plate,  removed.  The  flap  was 
then  replaced,  its  edges  carefully  sutured,  and  the  cavity  within  the 
mouth  packed  with  gauze. 

The  external  wound  healed  kindly  ;  and  at  the  end  of  four  weeks 
the  ragged  wound  within  the  mouth  had  nicely  smoothed  over,  leaving 
free  communication  between  the  nasal  and  oral  cavities. 

She  was  then  recommended  to  the  hands  of  Dr.  J.  E.  Waitt  for  the 
adjustment  of  a  denture.  He  has  kindly  submitted  a  report  of  his 
work  on  the  case,  which  I  herewith  append. 

In  the  recording  of  operations  and  appliances  it  is  interesting  to  note  the  results 
attained  by  the  use  of  mechanical  appliances  both  for  masticating  and  the  restoration 
of  the  contour  of  the  face,  as  well  as  speech,  after  such  operations  as  was  performed 
for  Miss  O.,  Oct.  io,  1891. 

On  April  9,  1892,  there  was  inserted  an  appliance,  comprising  the  upper  and 
lower  teeth,  and  held  in  place  by  spiral  gold  springs  working  freely  on  fixed  buttons. 
To  the  upper  plate  was  vulcanized  a  hollow  rubber  bulb  conforming  to  the  parts  re¬ 
moved  by  the  operation,  and  as  far  as  possible  reproducing  the  original  outline  of 
face  and  lip.  With  this  appliance  inserted  the  patient  could  talk  and  read  distinctly, 
while  without  it  not  one  word  could  be  understood. 

Sincerely  yours,  J.  E.  Waitt. 

The  accompanying  engraving  represents  very  excellently  the  appear¬ 
ance  of  the  patient  at  the  present  time.  See  next  page,  No.  2.  Her 
powers  of  speech  were  exceedingly  interfered  with  by  the  free  commu¬ 
nication  between  the  cavity  of  the  mouth  and  the  nasal  chambers,  so 
much  so  that  it  was  difficult  for  her  to  make  herself  understood.  Her 
joy  after  the  adjustment  of  the  denture,  at  finding  herself  able  to 
converse  with  perfect  ease  and  clearness,  knew  no  bounds. 


MAXILLARY  TUMOR. 
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No.  1. 


Right  Maxillary  Sarcoma. 

No.  2. 


After  Removal  of  Timor,  Cicatrization,  and  Adjustment  of  Denture. 


REPORT  OF  A  FOURTH  SERIES 

OF 

ABDOMINAL  OPERATIONS. 


FIRST  SERIFS, 

REPORTED  SEPTEMBER,  1888,  COMPRISING  FIFTY  CASES. 


SECOND  SERIES, 

REPORTED  OCTOBER,  1889,  COMPRISING  SIXTY-TWO  CASES. 


THIRD  SERIES, 

REPORTED  JANUARY,  1892,  COMPRISING  SIXTY-SEVEN  CASES.’ 


FOURTH  ( Present )  SERIES, 
COMPRISING  TWENTY-FIVE  CASES. 


TOTAL,  TWO  HUNDRED  AND  FOUR  CASES. 
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ABDOMINAL  SURGERY. 


GENERAL  REMARKS. 

During  the  past  year  the  scope  of  abdominal  surgery  has  not  mate¬ 
rially  broadened. 

The  following  are  a  few  of  the  principles  governing  abdominal  sur¬ 
gery,  which,  if  anything,  have  become  more  firmly  established  by  recent 
experience. 

Ovarian  tumors  should  be  removed  at  the  earliest  possible  period  in 
their  development. 

Fibroid  tumors,  which  by  their  size,  accompanying  hemorrhage,  or 
septic  retrograde  metamorphosis,  are  a  menace  to  the  patient’s  life, 
should  be  operated  upon  either  by  total  extirpation  or  removal  of  the 
ovaries  and  tubes  to  stop  their  growth  and  induce  atrophy. 

Obscure  cases  of  abdominal  disease,  whether  in  the  nature  of  intes¬ 
tinal  obstruction,  obscure  tumors,  or  inflammatory  affections,  as  apen- 
dicitis,  should  be  treated  by  exploratory  incision  before  the  patient  has 
reached  the  stage  when  life  is  seriously  menaced. 

Cases  of  chronic  pyo  salpinx,  when,  as  a  result  of  previous  acute 
suppurative  inflammation  the  uterine  appendages  have  become 
imbedded  in  a  mass  of  cicatricial  adhesions,  are  well-treated  by  abdom¬ 
inal  section  and  removal  of  the  same  if  a  chronic  state  of  invalidism 
results  therefrom. 

The  rather  indiscriminate  removal  of  the  ovaries  and  tubes  with  no 
better  indication  therefor  than  neurotic  conditions,  such  as  dysmen- 
orrhcea,  ovarian  neuralgia,  epilepsy,  or  nymphomania,  are  condemned 
by  the  best  authorities.  A  recent  editorial  in  a  prominent  medical 
journal,  entitled  “  The  Dream  of  the  Ovary,”*  closes  remarks  upon  this 
subject  with  the  following  words  :  “  Let  us  hope,  then,  that  the  ovary 
shall,  hereafter,  peacefully  wrap  the  drapery  of  the  broad  ligament 
about  her,  and  lie  down  to  pleasant  dreams  of  families  yet  to  come,” 
to  which  I  can  but  say,  “  Amen  !  ” 

My  personal  experience  in  the  field  of  abdominal  surgery  during  the 
past  twelve  months  has  been,  in  the  main,  similar  to  that  of  previous 
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years.  There  is,  however,  much  fascination  in  this  field  from  the 
variety  of  conditions  constantly  met. 

I  shall,  in  the  following  pages,  briefly  note  a  few  of  the  cases  which 
have  presented  unique,  or  rare  features. 

AN  IMPROVED  ABDOMINAL  TROCAR. 

It  has  long  been  my  desire  to  find  some  form  of  trocar,  for  the 
evacuation  of  abdominal  cysts,  which  might  do  away  with  the  necessity 
of  using  the  rubber  tubing,  such  as  is  commonly  employed  with  the 
Spencer  Wells  instrument. 

The  pistol  shaped  trocar  of  Tait  has  always  seemed  a  very  desirable 
instrument  to  me,  except  that  its  point  is  such  that  it  does  not  easily 
penetrate  a  cyst  wall. 

The  accompanying  cut  represents  a  modification  of  the  Wells’ 
instrument,  which  I  have  devised. 


The  modification  consists  in  cutting  off  the  handle  and  substituting 
in  its  place  a  hollow  pistol  grip  through  which  the  fluid  is  conducted, 
and  can  easily  be  caught  in  a  basin  or  bucket  held  by  an  assistant. 

TWO  CASES  OF  LARGE  UTERINE  FIBROID  TREATED 
BY  ABDOMINAL  SECTION  AND  REMOVAL  OF  THE 
OVARIES  AND  TUBES. 

Case  i.  Miss  S.,  age  38,  had  been  under  my  observation  and  treat¬ 
ment  for  two  years,  for  a  large  multiple  fibroid  tumor  of  the  uterus. 

I  had  hoped  to  be  able  to  tide  her  through  to  the  climacteric  without 
operation,  but  frequently  recurring  severe  hemorrhages,  with  gradually 
increasing  size  of  the  tumor,  finally  led  me  to  attempt  operation. 
Previous  examination  of  the  case  led  me  to  believe  its  relations  with 
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the  uterus  were  such  that  a  supra-vaginal  hysterectomy  could  not  suc¬ 
cessfully  be  performed. 

On  making  an  exploratory  incision  I  found  this  to  be  true,  and  did 
nothing  but  effect  a  removal  of  the  tubes  and  ovaries.  The  wound 
healed  promptly,  the  patient  has  never  menstruated  since ;  the  tumor 
has  diminished  at  least  two  thirds  in  volume,  and  has  ceased  to  be  any 
annoyance.  It  is  now  about  one  year  since  the  operation  was  per¬ 
formed,  with  the  result  that  the  patient  is  restored  to  practically 
perfect  health. 

Case  2.  Mrs.  T.,  age  42.  As  in  the  preceding  case  I  deferred 
operation  for  two  years,  hoping  to  relieve  the  patient  with  treatment, 
and  looking  to  the  climacteric  to  finally  effect  a  cure. 

This  case,  also,  I  judged  from  examination,  was  not  favorable  for 
supra-vaginal  hysterectomy. 

I  also  here  made  extirpation  of  the  ovaries  and  tubes. 

Though  but  a  few  weeks  have  now  elapsed  since  the  operation,  the 
patient  has  recovered  and  returned  to  her  home,  and  there  has  already 
been  such  rapid  atrophy  of  the  tumor,  with  such  marked  diminution 
in  the  size  of  the  abdomen,  as  compared  with  it  immediately  previous 
to  the  operation,  that  the  patient,  not  having  been  told  to  the  con¬ 
trary,  has  no  suspicion  but  that  the  tumor  has  been  removed. 

GENERAL  REMARKS  RELATING  TO  REMOVAL  OF  THE  OVARIES  AND  TUBES 
FOR  THE  CURE  OF  UTERINE  FIBROID  (BATTEY’S  OPERATION). 

It  is  well  known  that  very  many  fibroid  tumors  are  so  related  in 
their  development  to  the  womb  tissue  that  they  cannot  be  removed 
without  great  danger  to  the  patient’s  life.  Those  which  permit  of 
successful  removal  are  as  follows :  — 

1.  Sub-mucous  fibroids  which  present  at  the  os  and  are  thus  acces¬ 
sible  for  removal  with  the  spoon  saw. 

2.  Sub-peritoneal  fibroids,  which  in  their  development  have  left  the 
body  of  the  womb,  but  are  still  attached  to  it  by  a  comparatively  small 
pedicle  consisting  of  blood-vessels,  connective  tissue,  and  peritoneum. 

3.  Interstitial  single  or  multiple  uterine  fibroids,  which  in  their 
growth  have  elongated  the  cervix  in  such  way  that  it  becomes  a  pedicle 
to  the  mass. 

There  are,  however,  many  fibroids  which  cannot  be  classed  with 
the  above,  and  which  must  be  treated,  if  at  all  surgically,  in  some 
other  way. 

I  have  had  no  personal  experience  with  the  use  of  electricity  in 
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such  cases,  and  reports  trom  other  sources  are  conflicting.  I  can  only 
gather  regarding  the  use  of  this  agent  that  flooding  can  with  consider¬ 
able  certainty  be  checked  by  it,  but  that  reduction  in  the  size  of  the 
tumor  seldom  follows. 

The  most  reliable  figures  which  I  can  quote  relating  to  the  effect  of 
removal  of  the  ovaries  and  tubes  are  from  the  pen  of  Lawson  Tait.# 

He  reports  271  cases  of  removal  of  the  uterine  appendages  for 
myoma,  with  a  mortality  of  6  cases,  or  2^  °J0.  Eight  cases  of  the 
remaining  265  he  reports  as  unsatisfactory,  in  that  the  tumor  con¬ 
tinued  to  grow,  or  that  the  patients  died  from  some  complication 
attributable  to  the  tumor. 

“  This  leaves  two  hundred  and  fifty-seven  out  of  a  total  of  two  hun¬ 
dred  and  sixty-five  cases  in  which  complete  cures  have  been  effected  ; 
that  is  to  say,  in  which  the  symptoms  have  been  satisfactorily  re¬ 
lieved,  —  where  the  tumor  has  either  entirely  disappeared  or  so  dimin¬ 
ished,  or  been  so  satisfactorily  arrested,  as  to  be  no  longer  a  source  of 
anxiety  or  trouble,  and  when  the  main  feature  of  the  disease,  exagger¬ 
ated  menstruation,  has  been  completely  and  permanently  arrested.” 

From  the  experience  of  this  eminent  surgeon,  coupled  with  my  own 
limited  experience,  I  am  led  to  believe  that,  in  removal  of  the  uterine 
appendages,  we  possess  a  most  valuable  means  for  arresting  the 
growth  of  otherwise  inoperable  cases  of  uterine  fibroids,  with  reason¬ 
able  certainty  of  atrophy,  partial  or  complete,  with  relief  of  depleting 
hemorrhages  and  other  threatening  symptoms. 

CASES  OF  APPENDICITIS. 

Inflammations  of  the  vermiform  appendix  are  so  frequent,  the  symp¬ 
toms  and  pathology  now  so  well  understood,  and  reports  of  cases  with 
exhaustive  articles  upon  the  subject  have  so  frequently  appeared  in 
medical  literature,  during  the  past  year,  that  any  general  remarks  upon 
the  subject  in  this  report  would  seem  superfluous.  Our  present 
rational  comprehension  of  the  pathology  of  this  disease,  with  the 
rational  surgical  treatment  now  in  vogue,  is  one  of  the  crowning 
glories  of  modern  surgery.  I  fear,  however,  that  there  is  a  growing 
tendency  to  run  to  extremes  in  the  operative  treatment  of  this  struc¬ 
ture.  Already  there  is  a  race  for  statistics,  and  it  is  presumable  that 
some  surgeon  will,  ere  long,  flaunt  before  the  medical  world  his  series 
of  one  thousand  cases  of  removal  of  the  appendix. 
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Already  we  hear  sibilant  sounds  which  insinuate  that  the  time  is  not 
far  distant  when  the  removal  of  the  appendix  from  the  infant  will 
follow  the  severing  of  the  umbilical  cord  and  circumcision,  with  as 
little  concern  as  the  two  last  mentioned  procedures  are  now  practised. 

The  following  constitutes  a  brief  condensation  of  our  present 
knowledge  of  the  pathology  and  treatment  of  appendicitis. 

1.  All  cases  of  Typhlitis,  Peri-Typhlitis,  Typhlo-Enteritis,  Caecitis, 
are  inflammations  which  have  their  origin  in  the  appendix  vermiformis. 

2.  All  cases  of  peritonitis  in  the  male,  unless  from  some  other  dis¬ 
tinctly  recognized  cause,  probably  originate  from  an  inflamed  appen¬ 
dix. 

The  pain  incident  to  an  appendicitis  is  not  always  limited  to  the 
right  inguinal  region. 

3.  The  appendix  is  not  constant  in  its  location,  having  at  times 
been  found  far  removed  from  its  usual  site,  even  to  the  left  of  the 
median  line. 

4.  In  the  female  a  peritonitis  may  take  its  origin  from  the  appen¬ 
dix,  but  is  much  more  likely  to  emanate  from  the  vaginal  tract  by  the 
way  of  the  Fallopian  tubes. 

5.  Many  cases  of  appendicitis  are  very  slight  in  character,  there 
being  little  more  than  a  transitory  sensitiveness  in  the  right  inguinal 
region  for  a  few  days. 

6.  In  many  cases  there  is  recurrence  of  the  attack  after  the  lapse 
of  a  few  weeks  or  months. 

7.  Still  other  cases,  in  the  first  attack,  rapidly  go  on  from  bad  to 
worse,  and  in  spite  of  all  medicinal  or  local  treatment,  the  patient 
dies  within  ten  days. 

8.  Still  others  rapidly  form  a  circumscribed  tumor  at  the  site  of  the 
appendix,  with  the  accumulation  of  pus,  which  is  excluded  from  the 
general  peritoneal  cavity  by  protective  adhesions  between  adjacent 
loops  of  intestines. 

This  form  may  go  on  two,  three,  and  even  four  weeks  with  ultimate 
recovery  through  absorption,  rupture  into  an  adjacent  loop  of  intestine, 
and  evacuation  of  the  pus  per  rectum,  or  a  final  burrowing  of  the  pus 
toward  the  surface,  with  pointing  and  rupture  in  the  groin  above 
Poupart’s  ligament. 

WHEN  SHOULD  SURGERY  BE  RESORTED  TO? 

1.  In  all  cases  in  which  there  is  a  rapid  sequence  of  alarming 
symptoms  during  the  first  few  days,  e.  g, :  increasing  tenderness  and 
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tympany  of  the  abdomen,  and  elevation  of  temperature  which  quickly 
creeps  up  to  101°  and  102°  F. 

2.  In  all  cases  where  a  distinct  tumor  is  discernible  in  the  right 
groin  at  the  site  of  the  appendix. 

3.  In  those  cases  of  recurrent  appendicitis  which  are,  with  each 
return,  a  menace  to  the  patient’s  life,  and  are,  as  well,  a  serious  inter¬ 
ruption  to  his  occupation. 

From  the  cases  which  have  come  under  my  observation  during  the 
past  year,  a  few  conditions  have  been  met  with  worthy  of  record. 

In  case  No.  9,  of  the  table,  a  sloughing  appendix  was  removed, 
together  with  a  calculus  as  large  as  a  garden  bean. 

Case  No.  12  yielded,  beside  a  sloughing  appendix,  four  calculi,  each 
about  the  size  of  a  marrowfat  pea.  This  case  terminated  fatally,  not, 
however,  through  any  fault  of  the  attending  physician  in  neglecting 
to  summon  counsel  early  in  the  case,  but  rather  from  the  obstinacy 
of  the  patient  in  yielding  to  his  professional  advisors.  The  operation 
was  performed  upon  the  ninth  day,  one  week  after  operation  was  first 
advised.  There  seemed  then  very  excellent  prospects  for  recovery. 

Two  days  after  the  operation,  the  following  letter  was  received  :  — 

October  28,  1892. 

Dear  Doctor,  —  I  have  just  come  from  Mr.  U.’s  house,  where  I  found  him  in 
excellent  condition.  His  temperature  this  A.  M.  is  98.9°,  and  his  pulse  98,  and  of 
good  character.  He  slept  well  last  night  and  takes  his  nourishment  regularly.  When 
I  irrigated  the  wound  yesterday  morning,  I  got  a  little  pus,  but  since  then  there  has 
been  almost  none. 

There  has  been  almost  no  hemorrhage  from  the  first.  The  patient  seems  bright, 
and  very  much  encouraged,  and  Dr.  K.  and  relatives,  are  correspondingly  well  pleased. 

Your  star  is  in  the  zenith  in  S. 

Will  report  again  later. 


Wednesday  night  .  .  . 

.  .  .  Temp., 

102$ 

Pulse,  1x2 

Thursday  morning  .  .  . 

...  “ 

99 1- 

“  100 

“  night  .  . 

U 

995 

“  94 

Friday  morning  .... 

(t 

98  ft 

“  98 

Yours  very  truly, 


Three  days  later  the  patient  was  dead.  Death  occurred  very  sud¬ 
denly  and  without  any  apparent  cause. 

Autopsy  showed  no  satisfactory  cause  of  death. 

I  shall  never  be  able  to  erase  from  my  mind  the  impression  that  an 
earlier  operation  would  have  saved  his  life. 
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ECTOPIC  PREGNANCY:  ITS  PATHOLOGY  AND 
TREATMENT. 


WITH  A  REPORT  OF  SEVEN  CASES. 

The  old  pathology  of  ectopic  pregnancy  divided  it  into  tubo-uterine, 
tubal,  abdominal,  and  ovarian.  With  our  present  knowledge  of  this 
interesting  condition,  the  abdominal  and  ovarian  varieties  are  dis¬ 
carded. 

There  is  no  evidence  obtainable  in  all  the  literature  on  extra- 
uterine  pregnancy  to  go  to  show  that  ovarian  pregnancy  ever  occurs. 
It  is  now  also  pretty  conclusively  known  that  what  has  been  termed  ab¬ 
dominal  pregnancy  is  nothing  more  nor  less  than  the  result  of  a  rup¬ 
tured  tubal  pregnancy. 

Without  question  the  cavity  of  the  uterus  is  the  normal  site  for  the 
development  of  the  ovum,  but  why,  occasionally,  it  becomes  impreg¬ 
nated  somewhere  in  the  course  of  the  Fallopian  tube  and  there  under¬ 
goes  development  for  a  longer  or  shorter  period,  no  one  can  positively 
say. 

Theoretically  it  is  supposed  that  the  cilia,  lining  the  Fallopian  tube, 
are  continually  in  motion,  sweeping  toward  the  uterus,  and  that  this 
action  in  the  normal  state  conveys  the  ovum  to  the  uterine  cavity, 
and  prevents  the  passage,  from  the  uterine  cavity  to  the  pelvic,  of  the 
spermatozoa,  as  well  as  the  products  of  disease  which  may  be  going 
on  within  the  uterus. 

It  is,  however,  well  known  that  such  a  disease  as  gonorrhoea  does 
progress  by  extension  through  the  Fallopian  tube  to  the  pelvic  cavity, 
destroying  the  ciliated  epithelium  as  it  goes. 

The  same  destructive  process  may  result  from  mild  forms  of  catarrhal 
diseases  of  the  genital  tract. 

With  this  condition  present,  or  with  a  portion  of  the  epithelium 
near  the  uterine  attachment  of  the  tube  destroyed,  the  ovum  may  be 
brought  to  a  standstill  in  the  middle  of  the  tube. 

The  spermatozoa  by  their  own  vibratory  action  are  now  able  to 
make  their  way  along  the  tube,  not  meeting  with  resistance  from  the 
cilia,  and  so  reach  the  ovum  and  impregnate  it. 

Here  development  goes  on  until  rupture  of  the  tube  takes  place. 

From  this  point  on,  the  classification  is  a  simple  one,  viz.  :  — 

First.  Rupture  of  the  tube  through  its  upper  segment,  with  the 
escape  of  the  products  of  conception  into  the  abdominal  cavity. 
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Second .  Rupture  of  the  tube  through  its  lower  segment  and  the 
escape  of  the  products  of  conception  into  the  folds  of  the  broad  liga¬ 
ment. 

This  time,  in  the  history  of  a  case  of  ectopic  pregnancy,  is  the 
critical  one,  for  hemorrhage  usually  accompanies  the  rupture.  If  the 
rupture  occur  into  the  abdominal  cavity,  the  blood  accumulates  among 
the  coils  of  intestines,  and  unless  there  be  spontaneous  cessation  of 
the  hemorrhage,  or  relief  through  prompt  surgical  measures,  the  patient 
dies.  With  the  escape  of  the  foetus  into  the  folds  of  the  broad  liga¬ 
ment,  there  is  likely  also  to  be  hemorrhage,  which  is  thus  outside  the 
peritoneal  cavity.  It  goes  on  dissecting  up  the  pelvic  peritoneum  and 
accumulating  until  the  resistance  of  the  surrounding  tissues  is  equal 
to  the  force  of  the  escaping  blood  from  the  ruptured  vessels,  with 
cessation  of  the  hemorrhage.  This  forms  the  well  known  pelvic 
haematocele.  Such  a  hsematocele  usually  undergoes  spontaneous  ab¬ 
sorption  with  the  recovery  of  the  patient.  In  both  conditions  the 
foetus  dies.  Occasionally  rupture  into  the  folds  of  the  broad  ligament 
is  unaccompanied  by  hemorrhage,  the  foetus  lives  in  its  new  location 
and  development  progresses,  sometimes  to  full  term.  The  rupture  of 
the  tube  takes  place  between  the  fourth  and  twelfth  weeks  of  preg¬ 
nancy.  The  early  weeks  are  not  marked  by  symptoms  different  from 
a  normal  pregnancy. 

SYMPTOMS. 

An  otherwise  normal  pregnancy  is  interrupted  somewhere  between 
the  fourth  and  twelfth  weeks  by  an  agonizing  pain  in  one  or  the  other 
ovarian  region,  probably  accompanied  by  faintness  and  great  pros¬ 
tration.  This  may  be  repeated  at  intervals  of  days  or  weeks,  or  there 
may  be  immediate  sinking,  and  in  a  few  hours  death.  There  may  be 
after  a  time  a  severe  shock  of  pain,  followed  by  gradual  recuperation, 
and  the  patient  be  able  to  get  about  upon  her  feet  again.  Later,  at 
the  third  or  fourth  month,  there  is  a  gradually  increasing  sense  of 
tension  and  pain  in  one  side  or  the  other,  with  the  formation  of  a  dis¬ 
tinct  tumor  and  an  anxious  appearance  of  suffering  in  the  countenance. 
Examination  will  show  the  uterus  pushed  to  one  side,  somewhat  en¬ 
larged,  and  auscultation  may  detect  distinct  placental  souffle,  if  it 
happen  to  be  located  toward  the  anterior  abdominal  wall.  There  is 
likely  to  have  been  a  recurrence  of  menstrual  discharge  of  a  dark 
color  and  shreddy  consistence,  supposed  to  be  cast-off  decidual 
membrane. 


42 


ECTOPIC  PREGNANCY. 


TREATMENT. 

The  appropriate  treatment  for  a  case  of  tubal  pregnancy  must  de¬ 
pend  upon  circumstances.  The  choice  lies  between  laparotomy  and 
electricity. 

There  are  conditions  liable  to  arise  which  call  as  emphatically  for 
prompt  operative  measures,  as  would  be  the  case  in  strangulated 
hernia.  On  the  other  hand,  conditions  may  be  present,  in  which  the 
subjection  of  a  woman  to  the  dangers  of  laparotomy  might  be  a  de¬ 
batable  question. 

I  presented  a  review  of  the  literature  on  tubal  pregnancy,  in  my  last 
annual  report,  from  which  the  following  deductions  were  made  :  — 

First.  If  diagnosis  of  tubal  pregnancy  have  been  made  prior  to 
rupture,  laparotomy.  There  would  be  no  more  risk  in  this  operation, 
than  the  removal  of  a  simple  uncomplicated  ovarian  cyst. 

Second.  If  rupture  have  occurred  intra-peritoneally,  prompt  laparot¬ 
omy  is  the  only  recourse. 

Third.  After  rupture  has  occurred  into  the  broad  ligament,  and 
prior  to  four  months,  electricity. 

Fourth.  After  four  months’  development  of  an  intra-ligamentous 
gestation,  course  open  to  question  ;  but  probably  destruction  of  the 
foetus  with  electricity,  with  laparotomy  held  in  reserve  for  the  removal 
of  the  dead  foetus  at  such  time  as  its  presence  shall  prove  a  menace 
to  the  mother’s  life,  will  be  the  conservative  course  of  the  future. 

The  following  cases  have  come  under  my  care  during  the  past 
year : — 

Mrs.  C.,  age,  26.  First  pregnancy.  In  April,  1892,  I  was  sum¬ 
moned  to  Portsmouth,  N.  H.  Being  out  of  town  at  the  time,  I  was 
unable  to  respond.  A  week  later  I  addressed  a  letter  of  inquiry  to 
the  physician,  and  he  told  me  in  answer  that  he  thought  he  had  a  case 
of  tubal  pregnancy,  but  that  since  writing  me,  the  patient  had  pre¬ 
sented  such  incongruous  symptoms  and  had  lapsed  into  such  a  de¬ 
plorable  state,  that  it  was  just  as  well  that  I  did  not  come.  He 
thought  the  case  was  hopeless. 

About  a  week  later  he  again  wrote  me  that  his  patient  was  still  alive 
and  showing  considerable  vitality  and  recuperative  force,  and  invited 
me  to  visit  her  in  consultation.  I  did  so  and  secured  the  following 
history :  — 

Her  last  regular  menstrual  period  was  in  December,  1891.  The 
following  month  (Jan.)  she  had  a  slight  flow;  in  February  none ;  in 
March,  again  a  slight  flow.  Nine  weeks  prior  to  my  visit  she  had  an 
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attack  of  severe  pain  extending  over  the  lower  part  of  the  abdomen, 
and  lasting  for  an  hour.  One  week  later  she  had  a  similar  attack,  in 
two  weeks  still  another,  and  then  after  an  interval  of  two  weeks 
another,  the  last,  which  was  accompanied  by  faintness,  continued  pros¬ 
tration  and  exsanguination. 

There  had  been  no  fainting  in  the  previous  attacks.  At  the  incep¬ 
tion  of  each  attack  she  had  slight,  transitory  nausea,  and  with  each 
the  pain  was  so  severe  that  she  would  throw  herself  upon  her  face 
violently  to  the  floor. 

Upon  examination,  I  found  indistinct  masses  in  each  ovarian  region, 
with  tenderness  over  the  whole  lower  part  of  abdomen. 

The  patient  was  suffering  moderate,  continuous  pain,  at  the  time  of 
my  visit,  was  pale  and  emaciated,  and  showed  evidence  of  much 
suffering. 

I  did  not  venture  a  diagnosis,  but  advised  an  operation  for  the  pur¬ 
pose  of  discovering  the  true  state  of  matters,  and  giving  relief,  if 
possible.  As  soon  as  adequate  preparations  could  be  made,  laparot¬ 
omy  was  performed,  which  disclosed  the  lower  part  of  the  peritoneal 
cavity  filled  with  clots,  and  a  ruptured  right  tubal  pregnancy. 

I  cleared  the  abdomen  of  clots,  ligated  the  broad  ligament,  and  cut 
away  the  gestation  sac  and  ovary. 

The  progress  of  the  case  is  indicated  by  the  two  letters  which  I 
afterward  received  from  her  physician,  and  which  I  herewith  quote. 

Portsmouth,  N.  H.,  May  i,  1892. 

My  Dear  Doctor,  —  I  drop  you  a  line  to  let  you  know  how  our  patient  is  getting 
on.  102  has  been  the  highest  temperature,  —  the  day  after  the  operation.  To-day 
it  has  been  normal.  The  pulse  ran  to  146  at  one  time,  due  to  persistent  vomiting  ; 
to-day,  it  is  90. 

I  removed  one  of  the  drainage  tubes  yesterday,  and  think  I  shall  the  other  to¬ 
morrow. 

Everything  looks  promising,  though  she  has  not  taken  a  mouthful  of  nourishment 
yet,  owing  to  more  or  less  continuous  nausea.  That,  however,  is  subsiding,  and  I 
think  we  shall  have  a  chance  to  use  the  abdominal  supporter  you  spoke  of,  at  least  I 
hope  so  most  sincerely. 

Very  truly  yours, 

A.  B.  SHERBURNE,  M.D. 

Portsmouth,  May  n,  1892. 

My  Dear  Doctor,  —  Our  patient  is  getting  on  finely,  no  setbacks  as  yet.  Consider¬ 
able  discharge  from  the  openings  left  after  the  removal  of  drainage  tubes,  but  suffers 
no  special  pain.  Appetite  is  fair,  and  she  eats  most  anything. 

Very  truly  yours, 


A.  B.  SHERBURNE. 
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Mrs.  J.  Last  menstrual  period,  December,  1891.  Some  pain  in 
left  ovarian  region,  Feb.  4,  1892.  Discharge  of  dark,  shreddy 
material,  Feb.  6,  7,  and  8,  flow  continuing  moderate  in  amount  to  the 
date  of  my  visit,  Feb.  22.  She  had  irregular  recurrence  of  pain, 
always  in  the  left  side. 

Examination  under  ether  showed  the  uterus  displaced  wholly  to  the 
right  of  the  median  line.  A  tumor  was  easily  felt  in  the  left  ovarian 
region,  fully  the  size  of  a  goose  egg,  and  distinct  from  the  uterus. 
Pulsating  vessels  could  be  distinctly  felt.  The  breasts  contained  a 
few  drops  of  milky  fluid. 

On  consultation  with  Drs.  W.  Wesselhoeft  and  F.  B.  Percy,  a  diag¬ 
nosis  of  tubal  pregnancy  was  made,  with  rupture  into  the  broad  liga¬ 
ment.  It  was  decided  to  attempt  the  destruction  of  the  foetus  by  the 
use  of  electricity. 

Drs.  W.  L.  Jackson  and  A.  J.  Baker-Flint  were  called  in  as  experts 
to  conduct  the  electrical  treatment. 

I  herewith  append  Dr.  Jackson’s  report  of  his  relation  to  the  case 
as  electrical  consultant :  — 

DR.  W.  L.  JACKSON’S  REPORT  OF  ELECTRICAL  TREATMENT  AND  ITS 
RESULTS  IN  MRS.  - ’S  CASE. 

On  the  afternoon  of  Feb.  22,  1892, 1  met  in  consultation  Drs.  Packard,  F.  B.  Percy, 
and  Baker-Flint.  A  diagnosis  of  extra-uterine  pregnancy  had  already  been  made,  and 
my  opinion  was  requested  in  regard  to  the  advisability  of  using  electricity  for  the 
destruction  of  the  life  of  the  foetus.  Examination  revealed  the  following  conditions : 
a  firm,  hard  tumor,  the  size  of  a  goose  egg,  on  the  left  of  the  uterus,  tender  to  touch ; 
uterus  displaced  to  the  right;  moderate  discharge  of  reddish-brown  fluid  from  the 
vagina. 

Advised  use  of  galvanic  current,  and  applied  it  as  follows :  Negative  electrode, 
insulated  except  at  ball-shaped  end,  %  inch  in  diameter,  covered  with  wash-leather, 
was  applied  to  the  tumor  in  the  vagina.  Positive,  a  Martin’s  abdominal  membrane 
electrode,  was  applied  to  the  abdomen.  A  24-cell  Waite  and  Bartlett  zinc-carbon 
battery  was  used,  a  Gaiffe  galvanometer  and  Vetter  rheostat.  Current  gradually 
increased  to  40  m.  a.  ten  minutes,  then  gradually  diminished.  No  pain. 

Feb.  23.  Patient  passed  a  restless  night,  due  chiefly  to  an  irritating  cough;  appre¬ 
hensive  and  nervous,  otherwise  condition  unchanged. 

Feb.  24.  Electricity  again  applied  in  the  afternoon,  as  before,  except  that  clay 
electrode  was  substituted  for  the  Martin’s;  75  m.  a.  ten  minutes.  Some  pain;  slight 
flow  continues. 

Feb.  25.  More  comfortable  night;  vaginal  examination  shows  diminution  and 
softening  of  tumor. 

Feb.  26.  Electricity  applied,  70  m.  a.  ten  minutes.  Pain  more  marked.  After  this 
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application  a  superficial  abrasion  of  the  vaginal  mucous  membrane  was  discovered  at 
the  point  where  the  electrode  had  been  applied. 

Gradual  improvement  followed.  Left  side  less  sensitive,  decreased  apprehensive¬ 
ness,  better  sleep,  improved  appetite. 

March  6.  Vaginal  examination  shows  further  decrease  in  size  of  tumor.  Still 
slight  flow  but  markedly  diminished. 

For  two  weeks  after  entrance  to  hospital,  patient  was  kept  in  bed.  March  5,  was 
allowed  to  lie  on  sofa.  March  9,  sat  up  in  a  chair.  March  13  (three  weeks),  walked 
about  the  room. 

Feb.  21,  temperature  was  100.4°.  Same  the  following  morning;  in  afternoon,  after 
the  treatment,  it  rose  to  101.60.  Feb.  23,  morning,  99.40;  afternoon,  ioi°.  Feb. 
24,  morning,  ioo°;  afternoon,  101.60,  after  electrical  treatment.  Feb.  25,  morning, 
ioo°;  afternoon,  102. 6°,  the  highest  temperature  seen.  Feb.  26,  100.60.  Feb.  27, 
99.20.  From  this  time  it  fluctuated  between  normal  and  990,  until  March  5,  after 
which  it  was  normal. 

General  health  improved  steadily  but  slowly  after  leaving  the  hospital.  For  about 
two  months  there  was  tenderness  in  the  region  of  the  tumor.  Function  of  bladder, 
normal,  but  marked  sluggishness  of  bowels  was  very  persistent.  After  the  second 
month  of  her  convalescence  she  could  walk  without  difficulty  and  felt  no  inconvenience 
from  movements  involving  the  abdominal  and  lumbar  muscles,  such  as  rowing,  etc. 

In  October,  after  a  cold,  there  was  increased  sensitiveness  and  some  enlargement  of 
the  tumor  in  the  direction  of  the  uterus,  consisting  of  a  flat  tense  swelling.  The 
bunch  became  as  large  as  a  hen’s  egg  and  sensitive  to  touch.  Relieved  by  positive 
galvanism  20  m.  a.,  to  seat  of  trouble. 

Although  there  are  records  as  far  back  as  1853  of  the  use  of  electricity  to  destroy 
the  foetus  in  extra-uterine  pregnancy,  still  no  advance  in  this  line  was  made  until 
1878,  when  Dr.  T.  Gaillard  Thomas  revived  its  use,  and  established  the  confidence  of 
the  profession  in  it.  It  is  noteworthy  that  the  development  of  this  method  of  treat¬ 
ment  has  been  almost  wholly  limited  to  this  country,  and  while  nearly  all  books 
on  electro-therapeutics  by  American  authors  contain  some  description  of  it,  and  are 
warm  advocates  of  it,  I  have  found  only  one  reference  to  the  subject  in  the  standard 
works  on  electricity  published  abroad.  Since  1878  there  have  accumulated  records  of 
nearly  100  cases,  and  careful  search  among  these  fails  to  reveal  a  case  where  death 
could  be  justly  attributed  to  the  action  of  this  agent  as  applied,  by  what  is  now  con¬ 
sidered  the  best  method.  Cases  proving  fatal  as  a  consequence  of  electro-puncture 
should  not  be  charged  to  electricity.  About  half  the  recorded  cases  have  been  treated 
by  the  faradic  current,  with  apparently  the  same  results  as  those  in  which  the  galvanic 
current  was  used. 

Faradism  found  more  favor  among  the  earlier  operators,  but  the  opinion  of  recent 
writers  tends  to  the  employment  of  the  galvanic  current.  Those  who  have  had  the 
largest  experience  and  best  results  prefer  galvanism. 

The  reasons  for  the  selection  of  galvanism  in  preference  to  faradism  are  as 
follows :  — 

1.  The  foeticidal  power  of  the  faradic  current  is  not  as  gre'at  as  that  of  the  gal¬ 
vanic.  Some  interesting  experiments  by  Martin  on  eggs  treated  first  by  electricity,  and 
afterwards  placed  in  an  incubator,  gave  some  astonishing  results.  Whereas  a  con¬ 
stant  current  of  only  twenty  m.  a.  was  sufficient  to  destroy  the  germinating  power  in 
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every  egg  treated,  an  interrupted  current,  of  such  strength  that  it  could  be  tolerated 
only  by  an  etherized  patient,  prevented  but  forty  per  cent  of  the  eggs  from  hatching. 
It  may  fairly  be  urged  that  these  experiments  with  eggs  are  not  closely  analogous  to 
the  conditions  found  in  extra-uterine  pregnancy,  still  they  verify  our  expectations,  for 
it  is  well-known  that  a  very  powerful  faradic  current  is  required  to  kill  a  young 
animal,  and  it  is  difficult,  in  the  condition  which  we  have  to  meet,  to  so  apply  the 
current  as  to  concentrate  the  effect  at  the  vulnerable  spot. 

2.  One  effect  of  the  faradic  current  is  to  produce  powerful  contractions  of  the 
muscles,  and  on  account  of  the  thin  envelope  enclosing  the  foetus,  any  sudden  con¬ 
traction  of  the  surrounding  muscular  fibres  and  of  the  abdominal  muscles  might  cause 
a  rupture  of  the  sac. 

3.  The  galvanic  current  aids  the  absorption  of  the  tumor. 

4.  Galvanism  is  less  painful.  (Electro-puncture  should  be  avoided,  as  it  is  un¬ 
necessary  and  dangerous.) 

On  account  of  the  danger  of  rupture  of  the  sac,  which  most  frequently  occurs 
after  the  fourth  month,  it  is  obviously  necessary  to  begin  the  treatment  as  soon  as  a 
diagnosis  is  made  or  even  if  the  condition  be  but  suspected,  for  in  cases  of  mistaken 
diagnosis,  it  has  been  proved  that  this  method  may  be  safely  employed,  even  if  nor¬ 
mal  pregnancy  exist.  Most  authorities  advise  against  the  use  of  electricity  after  the 
fourth  month,  when  laparotomy  should  no  longer  be  delayed,  and  yet  if  for  any 
reason  laparotomy  is  unadvisable,  electricity  can  be  depended  on  to  destroy  the  foetus. 

Reference  to  the  records  of  cases  of  this  nature  leads  us  to  the  adoption  of  the 
following  method :  As  soon  as  the  condition  is  discovered,  the  patient  should  be  put 
to  bed,  preferably  in  a  hospital  where  surgical  aid  can  be  obtained  in  case  of  emer¬ 
gency.  She  should  remain  in  a  recumbent  position  throughout  the  treatment  and  for 
at  least  a  fortnight  after  its  termination.  If  there  has  been  a  rupture  of  the  sac,  no 
application  should  be  made  until  the  inflammation  subsides.  As  the  treatment  is  com¬ 
paratively  painless,  no  anaesthetic  is  required.  The  negative  pole  should  be  the  one 
used  internally,  because  its  action  is  more  destructive.  The  poles  should  be  so  ap¬ 
plied  that  they  will  be  as  near  the  foetus  as  possible,  and  this  should  lie  in  the  direct 
path  of  the  current,  whose  direction  may  be  either  from  the  vagina  through  to  the 
abdomen  or  from  the  vagina  to  the  rectum.  The  negative  pole  should  be  covered 
with  absorbent  cotton  and  gently  applied  to  the  most  prominent  part  of  the  tumor. 
The  positive  pole,  of  large  area,  to  the  abdomen.  The  current  should  be  carefully 
regulated,  and  should  be  gradually  increased,  but  need  not  exceed  75  m.  a.  It  would 
seem  better  to  use  a  current  of  about  40  m.  a.  the  first  day,  and  increase  its  strength  at 
later  applications.  The  evidence  that  our  treatment  has  been  successful,  and  that 
the  foetus  is  dead,  is  the  diminution  in  size  and  the  softening  of  the  tumor.  Should 
any  fever  or  other  unfavorable  symptom  develop,  it  need  not  necessarily  be  con¬ 
sidered  alarming. 

Should  the  constant  current  prove  ineffectual,  recourse  may  be  had  to  voltaic 
alternatives.  But  this  method  should  only  be  used  by  one  perfectly  familiar  with  the 
effects  liable  to  be  produced  by  it. 
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